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INTRODUCTION:  Testicular  cancer  is  the  most  common  malignancy  in  Males  aged  15–35 years.  Its  inci-
dence  comprises  0.8%  of  all Male  cancers  worldwide,  with  a mortality  rate of 0.1%.  Rarely  it  metastasizes
to  the  retroperitoneum  and invades  upper  gastrointestinal  tract  (GIT).  Complications  like  intestinal
obstruction,  hemorrhage,  and  perforation  are usually  present.
PRESENTATION  OF  CASE:  We report  a 30 year-old  male,  presented  to  GIT unit  with  severe  anemia  due  to
upper GIT  bleeding.  Esophagogastroduodenoscopy  (OGD)  documented  duodenal  growth.  Histopathology
ﬁndings  of biopsy  taken  from  the  growth  revealed,  moderately  differentiated  adenocarcinoma  of  duode-
num. Abdominal  computed  tomogram  (CT)  scan  showed  retroperitoneal  mass  which  could  be primary
duodenal  tumor  or para  −  aortic  lymph  node.  The  patient  was  referred  to surgery  unit for  pancreatico  −
duodenectomy  with  the diagnosis  of  primary  duodenal  malignancy.  In Surgery  unit,  a left  testicular  mass
was discovered.  Ultrasound  revealed  suspicious  mass  in  left testis.  Review  of  duodenal  biopsy  (by  another
pathologist)  was  asked  for.  Duodenal  metastatic  seminoma  was  the  diagnosis  which  was  conﬁrmed  by
immunohistochemical  Stains  (that was  not  done  before).  Left testicular  biopsy  showed  testicular  semi-
noma  .Patient  was  treated  by high  inguinal  orchiectomy  followed  by chemotherapy.  One  year,  later  the
patient  had  no  GIT  symptoms,  was  not  anemic  and  started  to put  on weight.  Follow  up endoscopy  showed
no evidence  of  tumor  in  duodenum.  There  was  no  evidence  of  retroperitoneal  growth  by follow  up  CT
scan.
DISCUSSION:  Testis  lymphatic  drainage  is  through  para  aortic  lymph  nodes  .These  are  in contact  with
GIT.  When  testicular  malignancy  metastasizes  to retroperitoneum  it may  invade  GIT  causing  confusion
whether  symptoms  are  primarily  from  GIT,  or  they  are  primarily  extra  intestinal.
CONCLUSION:  High  index  of suspicion  for testicular  seminoma  must  be raised  when  treating  young  males
with  GIT  complications  like  hemorrhage.  Testicular  seminoma  is  the most common  solid  tumor  at  this
age.  Sometimes  it is  the  cause  behind  this  complication.
©  2016  The  Authors.  Published  by  Elsevier  Ltd  on  behalf  of  IJS Publishing  Group  Ltd.  This is  an  open
he  CCaccess  article  under  t
. Introduction
Testicular cancer represents the most common malignancy in
en from age 15–35 Years. [1,2]. Predominantly they are Germ
ell tumors, with an incidence of 90–95%. Germ cell tumors can be
eminomas or non-seminomas [3]. Seminomas metastasize to the
IT in less than 1% of cases. The most frequent mode of metas-
asis is direct extension from the retroperitoneal lymph nodes,
hich drain the testis. Duodenum is the most uncommon location
n GIT for metastasis. Most common clinical presentation of GIT
etastasis are intestinal obstruction and bleeding [4]. One must
uspects’ testicular malignancy when treating young male with
pper GIT bleeding. Patients who develop carcinoma in one testis
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have 500–1000 times increased risk of developing carcinoma in the
contralateral testis [5]. Metachronous lesions are usually detected
early by self-examination of the testis [5]. The literature suggests
that majority (two-thirds) of Metachronous lesions occur within 5
years of the ﬁrst diagnosis, although there are reports of second
testicular tumors appearing as late as 23 and 25 years after the ﬁrst
diagnosis [5].
2. Case report
A 30–year-old male was referred to GIT unit complaining of
hematemesis, upper abdominal pain radiating to the back and
generalized weakness for the last week. Six months ago he had
laparoscopic surgery for abdominal pain. This was  converted to
open cholecystectomy and appendectomy. All basic laboratory
investigations were done for the patient. Anemia was the only pos-
itive ﬁndings. OGD was  done. A fungating ulcerated mass invading
roup Ltd. This is an open access article under the CC BY-NC-ND license (http://
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Fig. 1. Abdominal CT scan, revealed irregular mass with central necrosis (White arrow) in mid  posterior aspect of abdomen, displacing and compressing the adjacent
structures (Black arrows).
Fig. 2. Testicular examination revealed ﬁrm mass in the left testis (black arrow).
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Fig. 4. A duodenal biopsy (high power) showed intestinal mucosa, with attached
malignant tumor composed of sheets and cords of atypical cells with large pleo-
morphic nuclei (black arrow).ig. 3. Testicular ultrasound showed two heterogeneous masses (black arrows). At
he  lower pole of left testis.
he second part of duodenum was discovered .It bleeds easily on
ouch. A biopsy was taken and the histopathology ﬁnding revealed
nvasive adenocarcinoma of the duodenum with moderate degree
f differentiation (The pathologist did not use immunohistochemi-
al staining to conﬁrm his diagnosis.). Abdominal CT scan showed;
oft tissue mass lesion lobulated and irregular with central necro-Fig. 5. Immune stains of the duodenal biopsy showed PLAP (placental Alkaline
Phosphatase) positive (yellow arrow).sis in the mid  posterior aspect of the abdomen, displacing and
compressing adjacent structures measuring about 8 × 7 cm,  (Fig. 1).
It may  represent enlarged lymph node or primary mass. The
patient was referred to surgery unit for pancreatico − duodenec-
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fig. 6. Left testis histopathology result was seminoma with nests & cords of pleo-
orphic hyperchromatic malignant cells (black arrows).
omy with the diagnosis of primary malignant duodenal tumor. In
urgery unit the diagnosis was reviewed when a ﬁrm left testis
ass was discovered (Fig. 2). Testicular ultrasound was  ordered.
his showed two heterogeneous masses at the lower pole of left
estis each is about 2 × 2 cm in size (Fig. 3). A slide review for
atient duodenal biopsy was requested .It showed malignant tumor
omposed of sheets and cords of atypical cells with large pleo-
orphic nuclei. Focally the tumor was forming tubules and clefts
ike spaces (Fig. 4). The tumor cells are focally positive for PAS
Periodic acid–Schiff Immunohistochemical Stains (which was not
one before) were applied. It showed pan keratin focally positive,
LAP (Placental Alkaline Phosphatase) positive (Fig. 5). AFP (alpha-
etoprotein), Melan A (melanocyte differentiation antigen), LCA
Leukocyte common antigen), CD117 (c-kit proto-oncogene), all
re negative. These ﬁndings were consistent with metastatic tes-
icular seminoma. Tumor markers including HCG (human chorionic
onadotropin), AFP (Alpha fetoprotein) and lactate dehydrogenase
LDH) were negative. Arrangements for left testis mass biopsy was
one. Patient did not agree to preserve semen sample in semen
ank. Open surgery Frozen sections was conducted and the result
howed seminoma. Open left high inguinal orchiectomy was done
o avoid tumor dissemination. The testis Histopathology ﬁnding
as seminoma (Fig. 6): with no lymphatic or perinural invasion,
ith free surgical margins. Immunohistochemical Stains showed
ests & Cords of Pleomorphic hyperchromatic malignant cells,
ith Focal positivity of tumor cells for PAS, tumor cells were pos-
tive for PLAP The more detailed histopathological examination
onﬁrmed the result of frozen section, and formed the basis for
djuvant chemotherapy. The patient was given 4 cycles of cisplatin,
leomycin and etoposide. No radiotherapy was given. Patient was
dvised to examine his testis himself or by family physician period-
cally to detect early recurrence. Follow up one year after surgery,
atient claims no hematemesis, no abdominal pain or weakness.
is abdominal CT scan showed no tumor residue in the retroperi-
oneum (Fig. 7). His OGD showed no ulcers or masses in the
uodenum.
. Discussion
Testicular tumors are the most frequent tumors in men  at their
0–30 years of age. As in the patient in this case. With an inci-
ence of 3–5 cases in every 100,000 individuals [1,2]. Testicular
umors incidence has been increased during last decades espe-
ially in the industrialized countries [6]. The predominant tumors
f testis are Germ cell tumors [3]. In this case, patient was discov-
red to have testicular seminoma. Statistically, more than half of
he patients with testicular cancers are seminomas [7]. Less than 5%
f seminomas manifest themselves with symptomatology derived
rom metastatic disease [4].In this study, the patient had seminomaPEN  ACCESS
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metastasis to duodenum. Metastasis to the upper GIT is uncommon
( <5%). The most uncommonly invaded site in the gastrointesti-
nal tract is duodenum [8]. The most frequent mode of metastasis
to GIT by seminoma is direct extension from the retroperitoneal
lymph nodes, which drain the testis [8]. This was the mode of
metastasis in our patient. The Most common manifestations of
GIT metastasis are; intestinal obstructions and/or gastrointesti-
nal bleeding [4]. Our patient presented with upper GIT bleeding.
His primary physician did not examine him thoroughly. This is
why the testicular mass was  not discovered. Majority of testicu-
lar tumors present as non-painful masses [9,10]. Metastatic germ
cell testicular tumor should be included in the differential diag-
nosis of GIT tumors in young men  [11]. The presence of fungating
ulcerated mass in the duodenum, is one of the presentations of
testicular tumors metastasizing the GIT [8]. This must raise suspi-
cion of testicular tumor metastasizing duodenum. Mucosal erosion,
fungating and bleeding caused by lymph node metastasis are late
presentations. Logically these must be proceeded by obstruction
and ﬁstulation. Further investigations are needed to prove whether
it is blood borne metastasis or not local invasion. Pathologist must
always be informed about history and examination ﬁndings. He
must conﬁrms his diagnosis by Immunohistochemical stain even
for endoscopic specimens. Stage, site of origin, histological type
and high tumor burden are the most important prognostic factors
[12]. Abdomen CT scan ﬁndings which raise possibility of Para aor-
tic enlarged lymph nodes did not induce any suspicion of testicular
tumor in this patient by primary physician. Ultrasound of the testis
should be performed in young men  with retroperitoneal or visceral
masses or in any doubtful case [13]. This was  not done primar-
ily in this case. Tumor markers are important in the diagnosis and
treatment of germ cell tumors, including HCG, AFP and LDH [4]..
In this patient the result was  negative. Only up to 30% of semi-
nomas can present or develop an elevated HCG level during the
course of the disease [12]. Normal tumor markers readings must
not exclude seminoma diagnosis. High inguinal orchiectomy with
ligation of the spermatic cord at the level of the internal inguinal
ring is considered the standard treatment of seminoma [7]. Semi-
noma is a highly chemo sensitive tumor. Cisplatin based regimen
have shown high success rates in seminoma treatment [11]. Long-
term complications of chemo-radiotherapy include infertility [12].
Physicians must always suggest semen samples preservation in
semen bank to be used if needed in future. Our patient refused
this offer. Generally, primary germ cell tumors have well progno-
sis, whereas Extra-gonadal GCTs have a poor prognosis [10]. In our
case, one year follow up did not show any tumor recurrence in the
duodenum (by OGD) and in the Para aortic lymph nodes as shown
by the CT scan of the abdomen.
4. Conclusion
Testicular malignancies are most common in young males and
the clinicians should have a high index of suspicion when upper
gastrointestinal bleeding occurs in a young male with testicular
masses as this could be metastases. Failure to recognize this often
affects the management adversely.
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